.
showed ST depression and negative T waves, but no Someitims, howevers, cndthroicislikelt contriv pren low voltage. In the course of several haemodialyses 7 kg carditis develops, and this is likely to occur more of the fluid overload was removed, but the patient had a often now that there are so many patients on long-tendency toward hypotension while on dialysis. term dialysis. We report here the pre-and postThe findings on right heart catheterization (see Table) operative haemodynamic data in such a case-the accorded with the clinical diagnosis of chronic conninth case, we believe, to be described which has strictive pericarditis. At neck veins, hepatomegaly, ascites, oedema, lowering resorption and secondary organization will then of a previously raised blood pressure, and decrease lead to the characteristic appearance of a spongy in heart size. Cardiac catheterization in our case granulation tissue with organizing clot and showed the characteristic haemodynamic changes residual fibrmn (Reyman, 1969; Esmond et al., with a pressure plateau in which the pulmonary 1971) but without calcification. Heparinization wedge pressure, pulmonary artery diastolic pres-during dialysis probably contributes to pericardial sure, right ventricular end-diastolic pressure, and bleeding. Therefore so-called regional heparinizamean right atrial pressure tended to be equal. An tion should be performed. Unfortunately this was M pattern of the right atrial pressure pulse as well not possible mn our case. Usually constriction deas an early diastolic dip in the right ventricle were velops within a few months, as in our patient also present. These haemodynamic abnormalities (Delahaye et al., 1964 , Hager, 1965 Spaulding, and clinical findings are not specific for the disorder, 1967; Moraski and Bousvaros, 1969; Reyman, 1969;  since a similar pressure pattern may be found in Brogard et al., 1969, Weiss, Taw, and Hutchins, restrictive cardiomyopathies. 1973) . Only occasionally will it take more than a year Chronic constrictive uraemic pericarditis seems (Lindsay, Crawley, and Callaway, 1970 ; London et to be a sequel to acute uraemic pericarditis. It is not al., 1971).
clear why it develops in only a few cases and not in all.
The diagnosis should be evident from the Pathogenetically the haemorrhagic nature of uraemic physical findings, the chest x-ray examination, and pericarditis is thought to be important. Incomplete additional right heart catheterization data. Since 
